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Tha Adult Care Licansure Section conducted an
Annual Survay on 0216723 to 02H7/23.

D 270; 10A NCAG 13F 0801(b) Parsonel Care and D27
Supervislon

10A NCAG 13F 0901 Parsonal Gare and
Supervislon

() Staff shall provide supsrvision of residents in
accordance with each resident's assessed neeads,
eare plan and current saymplems.

This Rule is not met as evldencad by:
TYPE A2 VIOLATION

Based on inferviaws, abservations and racord
reviews, the facllity falled fo provide supervislon
according fo the resident's assessed needs, care
plan, and current symptoms for 1 of 5 sampled
resldents (#2) who had history of smoking while
using his oxygen.

The findings are:

Review of the facillly's Use of Tobacco Poliey (not
dated ) revealad:

“Resldents who gmoked would be requirad to nge
desighated smoking areas.

~Staff would supervise residents who smoke as
neaded,

~Rasldants who wars found to be uneafe with
smoking materials would be notbe allowed 1o
keep their smolking materizls in thelr possession,

Review of Resident #2's FL-2 dated 03i04/22

ravealad:
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Dlagneses Inciuded chronle obstructive
puimonary dissase (COPD), depression, post
traumatic syndrome disordar, chronio pain
syndroms, anxiety, and hyperfipldemia,

-He was semi embulatory and used & rollator ag
an assistive device,

-Hlz orfentation was intermlitent.

Review of Resldant #2's care plan dated 04/20/22
revealed he needed imited assistance with
ambulation.

Review of a physlclan ordar dated 00722122
revesied there was a written order for two-litor of
oxygen via nasal cannula as needad (PRN) for
shortness of broathe,

Reavigw of Resldent #2's eare notes datad
12/17/22 et 1:25pm revealed:

-Residant #2 was "caught smoking® with hls
oxygen,

~The Adminlstrator and Resldent Care
Goordinator (RCC) and Hosplce provider wers
nolfied,

-Resident#2 had been rediracted several times
of the denger of smaking with his oxygan tank on
Hls wallsar,

Resldent was ¢ounseled on the safety concem
of having oxygen with him around person(s}
smoking.

Director/RCC contacted PCP for assessing
any needed additional supervisicn for
Resldent and update care plan as applicable,
RCC trained staff on the resldent’s needs.

Supervisor In Charge/Resident Care
Coordinator will monitor dally 1o ensure
supervision [s being provided according to the 3/18/2023
needs of residents and frequency, identified on
thalr care plan.

Director/Deslgnee will canduct stand up
meelng & daysfweek with staff lo follow u pon
resldent supsrvislon concernsfissues and
other medical/physical conditions.

Director will monitor supervision provided to
resldents based on nead Identified in the care
plan x 5 days per week

Review of Resllant #2's care viotas dalad
12/17/22 at 1:580m revealad the hosploe nurse
returned tha phone call and statad the Physleian
would be centacted to dovalop a plan to prevent
Resldent #2 from smoking with his oxygen on his
rollator.

Roevlew of Resident #2's care notes dated

12/17/22 reveslad:
~The physiclan visited Resldent #2 at the facliity.

~The phyalclan gave orders 1o have to remove the
oxygen whils Resident #2 smoked.
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~Resldent #2 verbalizad he though e oxygen
shut off whisn the nasal cannula wes removad,
-Resldent #2 was educated about the dangers of
smoklng with his oxygen on hls rolialor,

Obsarvatlon of Resident #2's room on 021523 at
10:28am revagled:

-Resldent #2 was lying in bed using oxygan via a
nasal cannula from & concantrator,

-There was &n oxygen tank housed in 2 bag
aftached {0 a rollator,

Observations of Resident #2 on 02/16/23 at
4:25pm revealad:

~Resldont #2 was seated on arollator walker in
the smeking area outslde the dinng room area,
~Fhere was an oxygen cylinder aftached to the
back of tha roflatar watker.

“There was anather male rosldent smoking 2
clparetts and seated in & wheelchalr
epproximately thres feet in front of Resldant #2.
~There was no staff present In the smoking area.

Tha Administrater was mmedlately contacted to
come to the smoking area, Upon relurning to tha
smoking area with the Administvator, Resident 2
was notIn the smoking area.

{nterview with tha Administrator on 0211823 at
4:30pm ravedlad;

~Resident#2 smoked clgaratles.

~The resident did not sk in the smoking araa.
-Resldent #2 would sit by an exit door alons when

he amoked,
-Residant #2 did not amoka with the oxygen on.

Interview with Resldents#2 on 02/17/23 at

1% 7am revealad;

-He had smoked this moming after breakfast.
~He ususlly smeked 110 2 claarettes at g time at

STATE FORM

Rivielon of Heallh Servica Rogulation

as

34461

if sonlintalion shosy 3ol 4%




PRINTED: 03/03/2023

. FORM APPROVED
Divislon of Heaith Service Regulation
STATEMENT OF DEFICIENGIES {1} PROVIDER/SUPFLIERICLIA 2) MULTIPLE CONSTRUGTION ATE
AND PLAN OF OORRECTION IBENTIFICATION NUIABER;: :.{E)UILDING' ms}@o;&i’fgrﬂ-goe g
HALD2E6082 b.WiNe 02M17/2023
NAME OF PROVIDER OR SUPPLIER BTREETADDRESS, CITY, STATE, ZIP CODE
1124 GEDAR CREEK ROAD
CUMBERLAND VILLAGE ASSISTED LIVING
FAYETTEVILLE, NG 28304
Pt} 1D BUMMARY SYATEMENT OF DEFICIENOED I PROVIDER'S PLAN OF GORREGTION o8
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL FREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENGY)

D27 Continued Fram page 3 D270

least 2 to 3 timez a dafly.

~He only smoked In the deslgnated ares In the
courlyard,

-He did have his oxygan tank attached to his
rollator when he was outsids smoldng,

~He used his rollator as a seat when he smoked,
-He had not bean asked 10 take his oxygen off his
raliator and leave It inslde the facllify whils he
smoked,

~Staft had been sutside In the courtyard
manitoring the resldents.

«Ofhar resldents who smoked tried to remaln at
lonst 6 faet away from him while he smoked.
“Itwas hard trying to keep tha other restdents at
distance when he smoked was hard because hg
was friends with some of the residents,

~Staff had not redirected the other resldents who
came up to him whils he smolad,

~His oxygen would shut off automatically when he
removed the nasal cannuta,

~He knew the danger of smoking with his oxXygen
connaoted to hls rollator.

Observation of Resident#2 on 02M7/23 at
1:17pm roveeled:

~Resldent #2 was seated on bls roliator I the
smoking area near the door.

fThe-oxygan-tank-wasin-a-carrylng'bagﬂangiu o)
from Resident #2's rollator,

-Resldent #2 was smoking a cigaratie,

~Thers was anothar resldent staying fess than 8
fest away from Residant #2.

~The oxygen tank was not tumed off.
-Resldent#2 was not waaring the nasal cannual,
~Staif was not present to monltor the smoking
area.

Interview with a Personal Cars Alde {PCA} an
02117723 at 11:16am revealed:
~She had sean Resident #2 emoking outslde the
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facllity with the oxygen on,

~Rasldent #2 kept his clgareties and clgaratls
lighter.

+I had besn "a while ago® slnes she last saw
Resident #2 outelds smoldng with the oxygen on,
-When she saw Resldent#2 smoking with the
oxygen on, she would remova the oxygsn from
Resldent#2 and fake the oxygen Insids the
faclilty,

-Sha would telf Resldent #2 to gome get the
oxygen after he finished smoking.

“¥When she [ast saw Resldent #2 smoking with
the oxygen on, she nofifled the medication alde
(MA).

-When she fold the Administrator that Resident
#2 smoked with the oxygen on {ne date
providadj, the Administrator went out and
removed the oxygen,

Interview with & MA an 02/17/23 at 1:37pm
rovealed:

«Resident#2 was a heavy smoker who smoked
daily

«She had talked to Resident #2 on several
cceaslons about smoking with his oxygen tank
altached to Ris rollator,

-She saw the resldent smoking one day about

one month ago With the oxyaen canritla around
his neck and the restdent had a lit cigaretts.
-She reported to the Adminlstratar, RGC and the
hosplea provider that Resident #£2 centinued to
smoke with hls axyaen.

-She alzo told the RCC about Resldent #2's
smoking behaviors,

-She documented her observations In Resident
#2's cara nofes and response tothe resldents
smeking behavlors.

-She would nof always document whan Rasidant
i#2 was obearved smeking In the courlyard with
hls oxygen hut she had checled to ensure the
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~Rasident #2 did not have Increased supervision
while he smoked.

~She would "glance and look” In tha smoking area
when she passed by that area,

-Resldent #2 would at times sit away from the
other residents who smoled,

~5he did not know if the oxygen was shut off
when Resldent #2 romoved the hasal cannula.
-Resldent#2 have been advised by staff and the
home heatth agency aboul smoking with the
oxygen tank present,

Interview with the RCC on 02717428 at 1:10
revealed:

~Rasldent #2 had refused fo allow staif to remove
the oxygen when he smokad,

«The nesal eannual shut off when Resident #2
removed It from his nosa.

-Resldent #2 was allowed to keep his smoking
maferfals,

«Staff were to monitor the smoking area when
7esidents wero prosant.

Interview with the Primary Cara Providar (PCP)
on 02/17/23 at 11:61am revealed:
-Resldent #2 wae a chronfc smoler,

FORM APPROVED
,—Divislon of Health Service Requlation
STATEMENT OF DEFICIENGIES {(X1) PROVIDERISUPPLIER/CLIA {2) MULTIPLE CONSTRUGTION {%%) DATE SURVEY
ANDIPLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
HAL026062 B. e 02/17/2023
INAME OF PROVIDER OR BUPPLIER SYREETADDRESS, CIYY, STATE, 2IP CODE
1124 CEDAR GREEK ROAD
CUNBERLAND VILLAGE AS D L
A SISTED LIVING FAYETTEVILLE, NC 28301
4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION [+ 5}
PREFIX {EACH DEFIGIENCY IMUST BE PRECEDED BY FULL RREFIX (EACH CORRECTIVE ACTION SHOULD BE COLFLETE
TAQ REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APRROFRIATE DATE
DEFICIENGY)
D270| Conlinuad From page & D270
oxygan wes turnad off.

=Resident#2 e conted-toemulesvan
theugh the rasident had COPD,

~Resident ¥#2 has been teld he was to tum the
oxygen off and leava it in hls room when he went
outsida to smake.

-Bhe did not have any knowledge of Raekiant #2
belng outelde In the smaldng area with the
oygen.

-Sha thought the oxygen was "comfori® for the
residant.

~Resident #2 could walk the langth of the hallway
without the oxygen,

-The facilily was responsible to complafe smoking
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asgessmenis.
«If Resldent #2 was belng non-compliant, the
rasklent hastad to be supendsed and redirected,
-She thought it would be a good Idea for tha
facliity 1o keep the resident's smoking materlals if

the resident was belng non-compliant,

~The resident could gat burnad or burn ofhets i
smaking with oxygen on.

-If the axygen tenk Blew up, ft would “cover g
good amaunt of apaca”.

Telephone Interview with the Hosplee Nurse
dated 02/17/23 at 11:37am revealed:

-Resldant #2 was & chronlo smoker.

«Bhe had informed Rasidant#2 to {umn off his
oxygen and leave it In the reom when he went
ocutslde to smoke.

~Resident #2 was able to walk to and from hia
room to the smoking area without the yse of the
oxygen,

-8he hed been contacted by staff dus 1o concems
of Resldent#2 smoling with his oxygen (did not
provide a date).

-Resident#2 had boen taught about the dangers

- | of smoldng with hls oxygan,

~8he had not completed & smoling essessmant
frelning but had completed a smoking cessation

Wit Resldamt2.
~The oxygen did not shut off once the nasal
cennkla was ramoved,

~She was not sure [f slaff had increased
suparyision for Resident #2 to montter him whils
he smoked.

~Thera Was an oitler réquesting Resldent #2 to
loava his oxygen i his raom when he went to out
amake after being natified of his nencotmpliance,
-There was a concen If Restdent #2 continuad io
smoke with his oxygen atteched i his rollator, he
risked of an exploslon causing harm to Wimself
andfor othar resldents,

Rivislon of Heallh Barvics Rogylulion

STATE FORM

8523

8ddait

I continuallcn sheel 7 of 15




e

PRINTED: 03/03/2023

Telephona Intsrview with a rapressntative with the
facllity's oxygen supply company on 02/47/23 at
3:31pm revealad:

-Resldant#2 itad an oxygen tank, regular, anda
concentator.

+He had a nasal cannula and a rmask.

<The tank had 2 valve that tumed off and on.
-The hasal cannula shut off when removad,

Inferview with the Administrator on 02/47/23 at
3:30pm revealad:

-The reeldents’ PCP assessed the resldents fo
determine if they were unsafs to smoke or havs
smaking matsrials.

-Bhe had not completed a smoking assessmeant
for Resldant#2,

~The facliity had a smoking policy but she was not
familiar with the faellity's amoking policy,

~The staff had been trained on how 1o radliact the
resldents when they ware noncompliant with the
smoking poliey and conflseating smoking
materials,

~The MA3 and PGAs wers fo report residents who
ware noncomplilant to tha RCC,

<t had naver been reported to her that Resident
#2 smoked with oxygen on, and i It had been
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reperted-lo-hier-sho-weuld-cutthe-oxygen-off—
counsel the restdent, and notify the physiclan,
-Resldant #2 did not have en order to Incraasad
superviston fo monitor his smoking.

-8he would get an oxder from the physiclan for
Incransed aupervision,

~She nofifled the PGP gbout Resident #2 helng In
the smoking area with axygan yestarday.

-Tha PCP did not glve any divasfions.
-Reslident #2 smoking In the courtyard with s
exygen placed himself and other resldsnts at
danger If the oxygen tank exploded,

-She sxpectad the stafffo monitor all resldents
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wilis Inthe smoking area.

‘The faclllty falled to provide supervision for 1 of &
sampled resldents (#2) who smokad whils having
thelr oxygen atiached to their rollator which
reatdted In substential risk of serlous phylsclal
harm to the residents and constitutes = Typs A2
Vloiation,

The facllity provided a plan of protection on
02/17/23 in aceordance with 8.8. 131D-24 for
{hls cliatlon,

THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED MARCH 18,
2023.

D368 10A NCAC 13F .1004(g) Madication D 358
Adminlstration

10A NCAC 13F .1004 Medlcation Administration
{a) An adulf care home shall assure that the
preparation and adminisiation of medlcatlons,
presayiption and hoh-preecription, and treatments
by stalf are In accordance with:

{1 ordara by a licensed prescribing prachiioner

bRt —— .,

wi alnsd in the resldent's tecord: and
{2 rulea I this Section and the faclllty's policles
and procedures.

This Rula is not met as evidenced by:

Based on obaervations, Interviews, and record
reviews, the facliify falled to adminlster
medlcations as ordered and In secordance with
the facility's policies for 2 of 4 residants (5, #7)
obzerved during the medication passes Including
airors with & medication for hyperfension (#6) and
amedication for chronls obstructiva pulmonary
disease and for aalhma (7).

Divslon of Healh Serviea Regulalion
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The findings are;

08/03/22 revealed:

tablet (2.6mg) by mouth daily,
used fo freat hypertansion).

02/6/23 revealed:

Resldant#6 at 8:24am.

instead of 2.6my as ordered,

The medication grror rels was 6% as evidenced
by the observatian of 2 ervors out of 29
opporiunities during the Barm and 10sm
medication passes on 02ME23,

a, Review of Resldent#6's current FL-2 dated
~Dlagnoses included hypsttension,
carebrovaseuler accident, laft sided weakness,
hypatfipidemia, £all risk, unsteady gait,

Incontinence, and Vitamin [ deflcisncy,
~There was an otder for Amladipine mg iaks /2

Obsarvation of the 8:00am medication pass on

~The medication alde (MA) prepared and
adminlstered 1 whols tablet of Amlodipine 5mg to

~The resident was adminlstered Amlodipine 5mg

Review of Resldent #8's February 2023 elacfronic

D 358

Mad Aldes were refralned on medicalion
adrninistration palicles and medicalions errars,

RCC/Mesignee will obsarva a minimum of two Af2/2023
medication passes waekly x4, will ohserve a
minimum of 8 medication passes monthly x3

and then randomly thereafter to ensure
medications are not prepared for
administration prior to time the medication is io

(Amledlgine Is be adimlistered to the residsnt.

rovesled;

-Amlodipine Smg % tablet wag

pharmacy providar,

meditalion admmistation record (BMAR)

~Thera waa an enfry for Amlodipine Smg take %
tabist by mouth dally scheduled for B:00am, -

administered from 02/01/23 - 02416123,
Observatloh of Resident #6's medications on
hand on 02/16/23 at 12:51pm revealed:

«There was a botils of Amlodiping Smg tablets
dlspensed on 12/26/22 dispensed by an outslds

~The Insiructions on tha medicatlon labet were to

documented as
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administer 1/2 fablet by mouth every day,
Interview with the MA on 02/16/23 at 12:61pm
revealsd:
-Sha nomally administered 1/2 tablet of
Amlodiplits Bmg fo Restdent #8.

~She realized she had given a whols tablet aftar
Resldent #6 asked why she was getling a whole
tablat nstead of a 172 tablet,

-She ¢ld not read the order on the eMAR or
medlcation labsl prior to administering,

~ 8he reporfed the medieation eror to Residant
#i6% primary care provider {(PCP) who gave an
order to check the rasident's blood pressurs,
~The resldent's blood pressure was 122175 and
her pulse wes 70 at 9:30am,

-Resident #8 denled symptoms of low blood
prassure.

Interview with the Residant Care Cocrdingtor
(RCC) on 02/16/28 &t 1:24pm ravealad:

- The MA reported the error to with Residenits's
Amlodipine fo her and the PCP was noiified and
ordered the resident's blocd pressiire to be
checked,

=Ther tAsstould compare e medivatiomtobe
administered with the medication lahe) and
eMAR,

-Medications should ke administsred as ordared
by the MA.

it eould lower tha restdent's blood prasstre If sha
reselved tao much Amlodipine.

Inferview with the Administrator on 02/18/23 at
1:38pm reveslaed:

«Tha MAs wets expecled fo raad the eMARs and
compara with the medication labals,

-The MAs should administer medications as
Oiviston of Heallh 8srvlce Rogulalion
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ordered.

-Recaiving too much Amlodipine could have
calssd the resldent's blood pressurs to gettoo
low,

Inferview with Res!dent #6 on 02M6/25 at
12:33pm revaaled:

~She usually recsived a half of the "smatl plIP
svely mormning,

«Sha felt fine and denled dizzinsss or light
heatednsss.

Interview with Resldent #5's PCP on 02M7/23 at
11:88am raveslad:

-The facility nofified her that Realdent #6 had
racelved & double dose of Amiodipine on
02116723,

-She sant an order for the resldent's blood
pressure o be ¢hecked and It was normal,
-Resldent #6°s Amlodlpine should be
administeret as orderad.

-Recelving too much Amladipine could cause low
blood prasstre,

b. Review of Resldent #7's currant FL-2 dated
07/22/22 revealed:
-Diaghoses of right cerebrovascular accident,

atrfal fibyilla o shronic el disezsy, tongestlve
heart fallurs and cardiomyopathy.

-There was an order for Symbicort AER B0-4.5
meg [nhale 2 puffs by mouth twice per day.
(Symbicort 1a Used to treat chronic obsluctive
pulmonary dizagss aridfor asthmaj,

Review of Rasidant #7' physiclan's orders dated
01/18/23 ravealed an order for Symblcort 80-4.5
inhale 2 puffs by mouth twica dally, rinse mouth
after use.

Observation of the 10.00am medication pass on

STATE FORM

Diviston of Heallh Sarviee Regulation

e

feu ey i)

I continmlionshest 12 of 15



PR,

PRINTED: 03/03/2023

N FORM APPROVED
Divigion of Haalth Service Requlatio
STATEMENT OF DEFICIENCIES (%1} PROVIDER/'SUPPLIERILIA #2) MULTIPLE CONSTRUGTION (¥9) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMFLETED
HALDZB062 B.WING 0211712023
NAME OF PROVIDER OR'BUPPLIER STREET ADDRERS, CITY, BTATE, ZIP CODE
1124 GEDAR CREEK ROAD
GUMBEREAND VILLAGE ASSISTED LIVING
STED L FAYETTEVILLE, NG 20301
o) ID SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACK DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACYICH SHOULD BE COMPLETE
TG REGULATORY QR LEC IDENTIFYING INFORMATION} TAQ CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
D 388| Continued From page 12 D 356

0211623 ravealsd:

-Restdent #7 came o the medication cart.

~Tha madication alde {MA) shaok the Symbleart

Inhaler and handad It o the resident

~The MA dld not Insfruct Resident #7 on how to

use the Inhaler. .
-Resident #7 took twe quick puffs in a row from

the Inhaler,

-Resident #7 did notinhale the medication and

the medleation vapors came back eut afthe
rasident’s mouth,

~The MA did not Insfruct Resldent #7 to exhale

firat then inhale as she was prassing down on the
Inhaler,

~The MA did not insliuot Resldent #£7 to hold her

breath for 8-10 seconds after each puf,

~The MA did notinstruct Resldent #7 to wait at

legst 1 minute hetwaen puffz. (According to

Guidslines for the Medication Administration

Clinical Skills Cheoklist, walting af least 1 minuto

hetween puffe may permit additional puffa to

penstrate the lungs bettar),

Review of Resldsnt#7's Fehtuary 2023 elecironle
medication adminlatralion racord (slMAR)
ravealed:

~There was an enfry for Symbleort 80-4.5 Inhaler

dispanzad oh (170,29,

~The Instructiona on the medlcation label ware to
administer 2 puifs by mouth fwles a day, rthee
mouth after use,

Intervlaw with the MA on 02/6/23 at 4:05pm
revealed:

~Rasident#7 preferred to hold the Symbicort
inhalar,

-Resldent #7 tock 2 puifs frora fhia inhaler.
~She did not instruct Resident#7 on the proper
use of the Inhaler today, 02/16/23,
-Resldent#7 had been Instructed In the paston

Divialon of Health Sarvica Regulallon
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proper usa of tha inhaler,

-It had been a while since she had Instucted
Resident#7 on the proper use of her inhaler,
-She had never sean Resldent #7 use her inhaler
correctly.

~She {eld the primary cara provider that Resldent
#7 preferred fo hold hat own Inhaler,

-She sometimes saw the medication vapors
come ol of the resldant's mouth when she used
ihe inhaler,

Interview with Resident #7 on 02/16/28 at
1:00pm ravenled:
-She preferred to hold the Symbilcort inhaler
herself.

~-She hed not been instructed by the MAs on how
to use the inhaler,

<She always used 2 puffs [h row.
~Sometimes her Inhaler did not hielp.

-She had shariness of breath with activity
samatimss.

-She danled qurrent [ssues with shortnass of
breath,

intarviaw with the resldent care coordinator
(RCC) on 02116/23 at 1:24pm revealad:
~The MAs had Initial tralning for praperinhaler

tenimigue with o registared TuiEs,
-The MAs should Instruct Resident #7 on the
proper use of the Inhaler.

~The PCP shauld be notlfled if the resldent was
not using the Inhaley correcty.

Interview with the Adminlsiratar on 02/16/23 at

‘:42pm ravealed:

-The MA= wore tralned on the propsr technigus

for the use of iInhalers,

-The MAs should Instruct resldents on the proper

technlgue of inhalers if the resldant prefarred to
hold the Inhaler for admintetration.
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~The PCP should ba notlilad if a restdent is not
using propar teshnlogus.
Interviaw with Resldant #7's PCI on 02/17/23 at
11:42am revealed:
~The MAs should Instruct Resldent #7 on the
proper {achnique for inhaler uee,
~The inheler should bs administerad propery.
-lrpraper adminlstration of ths inhaler could
causa the rasldant fo expatisnca shorfness of
breath ar
coughing.
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